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Syphilis — United States, 1983 


Although the incidence of primary and secondary syphilis in the United States steadily in- 
creased from a low of 9.4 cases per 100,000 population in 1977 to 14.6/100,000 in 1982, 
the reported national incidence decreased to 14.1/100,000 in 1983 (Figure 1). Reported pri- 
mary and secondary syphilis cases totaled 32,698 in 1983, a 3% decrease from the 33,613 
cases reported in 1982. 

The changes in the number and rate of primary and secondary syphilis cases varied with 
sex and sexual preference. Among women, the number and rate of reported cases increased 
in 1983; however, among men, reported cases and the rate decreased (Table 1). Thus, the 
decrease in the 1983 national incidence was attributable to the decrease in the rate of report- 
ed cases occurring among men. During 1981-1983, the rate of cases per 100,000 population 
reported in men decreased 0.9% but increased 15% among women. The sex ratio (males: 
females) among primary and secondary syphilis cases increased from 1.5:1 in 1967 to 3.2:1 
in 1980 but declined during 1981-1983 from 3.0:1 in 1981 to 2.6:1 in 1983. 

The proportion of men with primary and secondary syphilis who named other men as sex 
partners increased from 23% in 1969 to 42% in 1982 but decreased to 40% in 1983. The 


FIGURE 1. Reported primary and secondary syphilis cases, by sex — United States, 
1956-1983 
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total number of men with early infectious syphilis who named other men as sexual contacts 
decreased by 13% from 1982 to 1983 (Table 2). 

in 1982, 24,833 early syphilis cases were reported from public clinics, compared with 
8,780 cases reported from private sources. In 1983, primary and secondary syphilis cases 
reported from public clinics decreased to 23,949; cases reported from private sources de- 
creased to 8,749. 

Thirty-four states reported rates of primary and secondary syphilis that were lower in 
1983 than in 1982. Rates varied greatly geographically from a low of 0.3/100,000 popula- 
tion in North Dakota to highs of 39.5/100,000 in Florida and 40.2/100,000 in Texas. 

Primary and secondary syphilis rates continue to be higher in large urban areas than in less 
populated ones. In 1983, 63 cities with populations of 200,000 or more, comprising 26% of 
the U.S. population, accounted for nearly 60% of reported cases (Table 3). Cities reporting the 
highest rates per 100,000 population in 1983 were San Francisco, Califomia (158.5), New 
Orleans, Louisiana (106.4), and Atlanta, Georgia (106.4). Cities reporting the lowest rates in 
1983 were Omaha, Nebraska (0.8), Pittsburgh, Pennsylvania (1.7), and Des Moines, lowa 
(1.9). 


TABLE 1. Number and rate of primary and secondary syphilis cases* per 100,000 popula- 
tion, by sex — United States, 1980-1983 





Cases Change from previous year Rates* 
(%) 
Year Male Female Total Male Female Total Female 


1980 20,767 6,437 27,204 +8.3 +13.1 +9.4 5.5 
1981 23,436 7.830 31,266 #129 +216 +149 6.6 
1982 24,988 8,625 33,613 +66 +102 +75 7.3 
1983 23,616 9,082 32,698 -5.5 +5.3 -2.7 7.6 











*Source: Form CDC 73.688 (Division of Sexually Transmitted Diseases) 
tRates are based on 1983 population estimates of the Bureau of the Census 


TABLE 2. Primary and secondary syphilis among men* — United States, 1980-1983 





1980 1981 1982 1983 





Partner of 
same sex 
No. cases 
Change from 
previous year (%)t 


Heterosexual 
partner only 
No. cases 
Change from 
previous year (%) 


Sex of partner 
unknown 
No. cases 5,697 6,995 7,976 7,579 
Change from 
previous year (%) +174 +22.7 +14.0 -5.0 





“Source: Form CDC 73.54 (Division of Sexually Transmitted Diseases). 


tRates are not provided, because data on the total populations from which these cases were reported 
are not available. These populations are assumed not to have changed significantly in 1980-1983. 
Therefore, the number of cases reported may reflect trends in the rates. 
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Early congenital syphilis (CS) among children under 1 year of age still contributes to neona- 
tal morbidity. The number of cases of early CS decreased from 422 in 1971 to 104 in 1978. 
in 1981, reported cases increased to 160; in 1982 and 1983, 159 and 158 cases of CS 
were reported, respectively. Fifteen states reported no early CS in 1982 or 1983. Four states 
accounted for most (62%) of the cases of early CS reported in 1983: Texas (26%), Florida 
(15%), California (11%), and New York (9%). Though the rate of primary and secondary syph- 
ilis cases occurring among women increased 15% between 1981 and 1983, the number of 
cases detected through prenatal testing increased to a lesser degree. 


Reported by Operational Research Br, Evaluation and Statistical Svcs Br, Div of Sexually Transmitted Dis- 
eases, Center for Prevention Svcs, CDC. 


Editorial Note: The distribution of syphilis cases underwent several key changes between 
1967 and 1979. The most important of these included (1) a twofold increase in the ratio of 
reported cases among men to reported cases among women; (2) an increase in cases among 
men reported by public clinics—from 32% to 56% of the total cases; and (3) an increase in 
the percentage of white men with early syphilis who reported at least one male sex partner 
from 38% in 1969 to 70% in 1979 (7). Most of these trends have continued since 1980. In 
addition, the percentage of total cases reported from public clinics (about 74% since 1980) 
and the percentage of cases among men reported from public clinics (about 55% since 1979) 
have been fairly constant. The ratio of cases reported among men to cases among women 
has declined between 1980 and 1983. The percentage of late and late latent syphilis cases 
reported has also declined from 59% in 1969 to 24% in 1983. 

The decrease in the national incidence of reported syphilis cases may represent, in part, a 
response to public health recommendations to decrease risks of sexually transmitted diseases 
(2). With the media attention given acquired immunodeficiency syndrome (AIDS) and herpes, 
syphilis rates may be affected indirectly, as gonorrhea rates have been in certain localities 
(3,4). 

The continued occurrence of a fairly constant number of cases of CS between 1981 and 
1983 may reflect the increase in the incidence of early infectious syphilis among women, a 
lack of availability of prenatal care, or a failure of the prenatal-care system to provide timely 
screening, serologic testing, and prompt follow-up (5,6). Eighty percent of women with pri- 
mary and secondary syphilis are in their reproductive years (15-34 years of age). 


TABLE 3. Rates of primary and secondary syphilis* in selected cities per 100,000 popula- 
tion — United States, 1981-1983 





Rates per year 
Cities 1981 1982 1983 


San Francisco, Cal 178.7 180.5 158.5 
New Orleans, Le. 123.2 134.3 106.4 
Atlanta, Ga.t 129.0 132.4 106.4 
Newark, N.J. 62.0 68.1 96.9 
Charlotte, N.C. 33.6 52.2 90.0 
Dallas, Tex.* 84.9 89.6 87.0 
Miami, Fia.* 39.4 70.6 80.8 
Houston, Tex.* 80.7 95.8 80.5 
Washington, D.C. 103.2 74.0 64.3 
Tampa, Fla.t 63.1 88.0 55.4 
New York, N.Y. 36.7 37.1 35.6 
Los Angeles, Cal.t 24.9 25.1 24.6 
Denver, Colo. 34.0 34.5 21.7 











"Source: CDC 73.688 (Division of Sexually Transmitted Diseases). 


tReported data includes information from surrounding counties: Atlanta (Fulton County); Dallas (Dallas 
County); Miami (Dade County); Houston (Harris County); Tampa (Hillsborough County); Los Angeles 
(Los Angeles County). 
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Most states require prenatal screening in the first trimester but not in the third trimester; 

thus, infections acquired later in pregnancy may not be detected and may cause infections in 
infants. States, such as Texas and Florida, where the incidence of CS is high, have established 
serologic screening of all cord bloods. These states have increased their chances of detecting 
and reporting asymptomatic cases in newborns. In states where newborns are not screened, 
cases of CS are not recognized until the signs become fully manifested. 

Increasing the availability of prenatal care—including (1) serologic screening in the first 
trimester; (2) appropriate third-trimester serologic evaluation of groups at high risk (7); and 
(3) prompt treatment and adequate follow-up of maternal cases identified—as well as reduc- 
ing the incidence of infectious syphilis among women of childbearing age may eventually pre- 
vent more cases of congenital syphilis. 
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TABLE |. Summary —cases specified notifiable diseases, United States 





30th Week Ending Cumulative, 30th Week Ending 


July 28. July 30, Median July 28. July 30. Median 
1984 1983 1979-1983 1984 1983 1979-1983 





Orvsease 











def y Syn (AIDS) 108 N N 2.313 N N 
168 372 264 2.724 3.550 3,201 
Primary (arthropod-borne 
& unspec) 46 34 496 613 
Post-infectious - 1 63 57 
Crvihan 18.668 20,049 462,317 506,178 
Military 411 451 11,846 13.591 
Type A 391 483 11,951 
Type 8 467 ; 13.393 
Non A. Non B N 
Unspecified 
Legronetios:s 
Leprosy 
Malana 
Measles. Total” 
indigenous 
imported 
Merungococcal infections. Total 
Crvihan 
Mibtary 
Mumps 
Pertussis 
Rubelis (German measies) 
Syphilis (Primary & Secondary) Civihan 
Military 
Toxc Shock syndrome 
Tuberculosis 
Tularerma 
Typhord fever 
Typhus fever, tick-borne (RMSF) 60 
Rabres. animal 126 








TABLE I1. Notifiable diseases of low frequency, United States 


Cum 1984 
Anthrax 1 Plague (Utah 1) 
Botulism Foodborne 6 Poliomyelitis: Total 

infant (Wash. 1, Calif. 2) 57 Paralytic 

Other a Psittacosis (Vt 1) 
Brucellosis (Mo. 1, Ark. 1, Okla. 2, Tex. 3) 60 Rabies, human 
- Tetanus (Pa. 1, Mo. 1, Fia. 1, Ala. 1, Calif. 1) 
3 Trichinosis (Tex. 12) 
1 Typhus fever, flea-borne (endemic, murine) 
10 


“One of the 32 reported cases for this week was imported from a foreign country or can be directly traceable to a known internationally im- 
ported case within two generations 
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TABLE It11. Cases of specified notifiable diseases, United States, weeks ending 
July 28, 1984 and July 30, 1983 (30th Week) 


Aseptic Encephalitis ta Hepatitis (Viral), by type 
Menin : Post-in- (Civilian) Unspec 
gitis Primary 

Reporting Area fectious 


fied 
Cum Cum Cc 
1984 1984 1984 1984 

















8 NA.NB 
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TABLE 111. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 


July 28, 1984 and July 30, 1983 (30th Week) 
Measies (Rubeola) Menin- 
indigenous | Imported* | Total | intections 
| Se 


Cum. | Cum Cum. Cum. 
1984 1984 1984 | Com, 1984 r98e | Com, 1984 








Reporting A 














Mumps Pertussis Rubella 
Cc 
1 








um. | Cum. Cum. | Cum. 
984 | 1983 1904 on 1983 


UNITED STATES 29 «41,848 3 22 1,093 1,198 
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TABLE 111. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
July 28, 1984 and July 30, 1983 (30th Week) 


Toxic- Typhus F 
P shock Tuberculosis Tule- Typhoid || (Tick-borne) 
dicinin Synd romie — (RMSF) 
Cum. 1 Cum Cum Cum Cum 
1984 984 1984 1984 1984 1984 


UNITED STATES 15,881 12,156 
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TABLE IV. Deaths in 121 U.S. cities,“ week ending 
July 28, 1984 (30th Week Ending) 


All Causes, By Age (Years) All Causes, By Age (Years) 
Par’ 


45-64]25-44] 1-24 Total 5-64) 25-44] 1-24 
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* Mortality data in thes table are voluntarily reported from 121 cities in the United States. most of which have populations of 100.000 or 


more A death is reported by the place of its occurrence and by the week that the death certificate was filed Fetal deaths are not 
included 


** Pneumonia and influenza 
t Because of changes in reporting methods in these 4 Pennsylvania cities, these numbers are partial counts for the current week Com- 
plete counts will be available in 4 to 6 weeks 
tt Total includes unknown ages 
§ Data not avaiable Figures are estimates based on average of past 4 weeks 
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Investigating Problems with Respirators 


From July 1, 1983, through June 30, 1984, the National Institute for Occupational Safety 
and Health (NIOSH) received 35 reports of problems with respirators* (Table 4). investigations 
of each report revealed that 21 (60%) of the problems involved self-contained breathing ap- 
paratus; nine of these were classified as causing or likely to cause immediate death or illness 
of or injury to the user. A report of one investigation follows. 

On July 15, 1983, a manufacturer of compressed-gas cylinders notified NIOSH of reported 
cracks in some of its cylinders. These cylinders were used in various breathing apparatus that 
had been approved by NIOSH and the Mine Safety and Health Administration (MSHA), U.S. 
Department of Labor, in their joint program for respirator approval. Company officials indicat- 
ed that one of the cracked cylinders had ruptured; at least one other cracked cylinder was 
later reported to have ruptured. Since all defective cylinders were discovered in storage or 
during maintenance, no adverse effects occurred to workers; however, the defects were 
classified as potentially life-threatening. 

Several respirators, previously approved by NIOSH, incorporated the potentially defective 
cylinders produced by the company. All manufacturers of these respirators were contacted, 
and although each stocked this company’s cylinders, only two had sold units containing cylin- 
ders with serial numbers specified by the company. Approximately 7,000 cylinders were 
potentially defective, and about 2,000 of these were estimated to be in the hands of users. 
On July 21, 1983, NIOSH issued a Warning to Users, describing the problem, identifying the 
serial numbers, and recommending that the potentially defective cylinders be emptied and not 
used. The U.S. Department of Transportation (DOT), which regulates the interstate shipment 
of compressed-gas cylinders, then issued a notice to recall the cylinders. After further rup- 
tures occurred, DOT, in February 1984, reduced the allowable pressure for these cylinders 
from 4,500 to 4,000 pounds per square inch. NIOSH issued a Notice to Users on Febru- 
ary 29, 1984, advising owners of more than 75,000 cylinders manufactured by this company 


TABLE 4. Problems associated with respirators and reported to NIOSH — July 1, 
1983-June 30, 1984 





Problem Number reported 


Loss of breathing gas” 4 
Failure to operate” 2 
Damage by fire” 1 
Mechanical defects* 2 
Rejection by user 14 
Other mechanical defects? 12 

Total 35 








“Potentially life-threatening. 


tFor example: short life, high breathing resistance, facepiece irritation, chemical damage, failure to filter 
tt from breathing zone. 


For example: improper seals, pinholes and tears, dents in threads, overfilled cartridge. 
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of this requirement for reduced pressure and of the reduced service time that results from the 
required reduction in pressure. No further ruptures have occurred in cylinders with reduced 
pressure, and as cracked cylinders are found during the ongoing schedule of physical exami- 
nations, they are removed from service. 


Reported by Certification Br, Div of Safety Research, National Institute for Occupational Safety and 
Health, CDC. 


Editorial Note: The joint NIOSH/MSHA program for approving respirators is mandated by 
the Mine Safety and Health Amendments Act of 1977. It is conducted in accordance with re- 
quirements published in the Code of Federal Regulations, Title 30, Part 11. The Occupational 
Safety and Health Administration and several other federal regulatory agencies require the 
use of NIOSH/MSHA-approved respirators wherever such devices are needed to protect 
workers. 

NIOSH receives reports of problems identified in approved respirators from respirator 
users and from investigations carried out by manufacturers. Problems include deficiencies in 
the design and performance of respirators and difficulties with their use. NIOSH classifies 
reported problems according to their potential for causing adverse health effects. Problems 
classified “A” have resulted in or are likely to result in immediate death or iliness of or injury to 
the user. Those classified “B” may result in future illness of the user. Those classified “C” will 
probably lead to a worker either rejecting or refusing to wear a respirator. Problems classified 
“D” have no apparent immediate or future effect on the health and safety of the user. NIOSH 
notifies the respirator manufacturer of the reported problems and requests an investigation 
and corrective action, if needed. This information is also used in research to improve ,the 
design and performance of respirators. NIOSH may request that defective respirators be re- 
called, retrofitted, or replaced. Sale of the respirator as a NIOOSH/MSHA-approved apparatus 
may also be stopped. When necessary, users of respirators are alerted to deficiencies or diffi- 
culties that could affect their health and safety. If the manufacturer cannot identify and notify 
purchasers of the defective respirators, NIOSH issues a warning to more than 9,000 users of 
respirators and other interested persons. 

Users of NIOSH/MSHA-approved respirators who find defects in or notice inadequate per- 
formance of approved respirators are asked to report these findings to: Respirator Problem 
Coordinator, Certification Branch, Division of Safety Research, NIOSH, 944 Chestnut Ridge 
Road, Morgantown, West Virginia 26505; phone: (304) 291-4595 or FTS 923-4595. 


“Any device designed to provide the wearer with respiratory protection against inhalation of a hazardous 
atmosphere 


Experimental infection of Chimpanzees with 
Lymphadenopathy- Associated Virus 


Evidence from two investigations indicates that the retrovirus etiologically linked to ac- 
quired immunodeficiency syndrome (AIDS) may infect chimpanzees (Pan troglodytes ). in the 
first study, investigators from CDC and Emory University’s Yerkes Regional Primate Research 
Center, Atlanta, Georgia, inoculated two chimpanzees with lymphadenopathy-associated 
virus (LAV) (7), one of two prototype retrovirus isolates etiologically associated with AIDS (2). 
Both animals were virologically and serologically negative before inoculation; both were in- 
jected simultaneously with concentrated virus and autologous lymphocytes that had been 
infected in vitro with LAV. Both animals were immunostimulated concomitantly by inocula- 
tion of diphtheria-tetanus toxoid and pneumococcal vaccine. One animal received human 
lymphocytes as an additional immunostimulant. 

Six days after inoculation, a retrovirus identified as LAV by reverse transcriptase assay, 
direct immunofluorescence, p25 competitive radioimmunoprecipitation, and electron micros- 





Vol. 33/No. 30 MMWR 443 
LAV — Continued 


copy was identified from peripheral lymphocytes of both animals. The virus was isolated 
from both animals from six consecutive lymphocyte specimens obtained every 2-4 weeks. 
The most recent specimens were obtained more than 4 months after inoculation. Antibody to 
the major core protein (p25) of LAV was first detected 3 months after inoculation and was 
again present at 4 months. In both animals, five consecutive postinoculation T,/T, ratio 
determinations have shown an apparent downward trend, although values are significantly 
below normal in only one. No clinical iliness has been detected in the animals, and physical 
examinations have remained normal. 

In the second study, investigators at the National Institutes of Health (NIH) and Southwest 
Foundation for Biomedical Research have found evidence of transmission of HTLV-lll to two 
chimpanzees receiving human plasma from an individual with the lymphadenopathy syn- 
drome. Evidence for infection includes anti-HTLV-Ill seroconversion, depression of T,/T, 
ratios, and, in one animal, the development of severe, prolonged lymphadenopathy coincident 
with seroconversion. 

Reported by H McClure, DVM, B Swenson, DVM, F King, PhD, Yerkes Regional Primate Research Center, 
Emory University, Atlanta, Georgia; J-C Chermann, PhD, F Barre-Sinousi, PhD, L Montagnier, MD, institut 
Pasteur, Paris, France; J Eichberg, Southwest Found: for Bi dical Research, San Antonio, Texas; 
C Saxinger, R Gallo, National Cancer Institute; H Alter, H Masur, A Macher, Clinical Center, C Lane, A 
Fauci, National Institute of Allergy and Infectious Diseases, National Heart, Lung, and Blood Institute, Na- 
tional Institutes of Health, Bethesda, Maryland; Div of Viral Diseases, Div of Host Factors, Center for In- 
fectious Diseases, CDC. 

Editorial Note: Primate transmission experiments have been under way at CDC and NIH 
for some time. LAV and HTLV-lll, as well as human AIDS tissue, have been inoculated into 
several species of primates, including marmosets, rhesus monkeys, and chimpanzees. Except 
for some lymphocyte changes (3), no disease or infection has been previously reported. 
The studies reported here indicate that LAV/HTLV-Iil can be transmitted to chimpanzees both 
by inoculating virus isolates and human plasma. in some instances, immunologic abnormali- 
ties and prolonged lymphadenopathy have followed inoculation, but opportunistic infections 
or tumors characteristic of AIDS have not developed. Transmission of HTLV-Ill from 
lymphocyte-poor human plasma is consistent with reports of AIDS among recipients of 
plasma or anti-hemophilic concentrates made from pooled plasma (4,5). 

The virus isolated from the LAV-inoculated chimpanzees was morphologically and im- 
munologically identical to LAV. Virus particles were morphologically distinct from the Type D 
retrovirus etiologically implicated in “simian AIDS,” a transmissible syndrome of macaques 
(6,7). 

Long-term follow-up of the LAV and HTLV-lll-infected chimpanzees, as well as other pri- 
mates, is continuing. Careful examination of the interaction between infection and host re- 
sponse in primates could clarify the pathogenesis of AIDS in humans. 
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international Conference on Acquired immunodeficiency Syndrome 


An International Conference on Acquired Immunodeficiency Syndrome (AIDS) will be held 
April 15-17, 1985, at the World Congress Center, Atlanta, Georgia, sponsored by CDC; the 
National Institutes of Health; the Food and Drug Administration; the Alcohol, Drug Abuse, and 
Menta! Health Administration; the Health Resources and Services Administration; and the 
World Health Organization. The purpose of the meeting is to review strategies for the preven- 
tion and control of AIDS and to exchange information on screening and diagnostic tests for 
AIDS and on the epidemiology, virology, immunology, clinical manifestations, and treatment 
of AIDS. Seating will be available for 1,800 participants. An announcement of keynote speak- 
ers and a call for abstracts will be published later. To obtain further information and future an- 
nouncements, contact: 


AIDS Conference 

Building 1, Room 2047 
Centers for Disease Control 
Atlanta, Georgia 30333. 





The Morbidity and Mortality Weekly Report is prepared by the Centers for Disease Control, 
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The data in this report are provisional, based on weekly reports to CDC by state health 
departments. The reporting week concludes at close of business on Friday; compiled data on a na- 
tional basis are officially released to the public on the succeeding Friday. 

The editor welcomes accounts of interesting cases, outbreaks, environmental hazards, or 
other public health problems of current interest to health officials. Such reports and any other mat- 
ters pertaining to editorial or other textual considerations should be addressed to: ATTN: Editor, 
Morbidity and Mortality Weekly Report, Centers for Disease Control, Atlanta. Georgia 30333. 
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